New wine in old bottles: the WHO ICF as an explanatory model of human behaviour
Introduction
The World Health Organization's International Classi cation of Impairment, Disability and Handicaps (WHO ICIDH) was perhaps one of the greatest advances in rehabilitation in the last 20 years, and the new International Classication of Functioning (WHO ICF) 1 represents another important advance. 2 Both provide a framework within which the multiple aspects of ill health can be described. Second, because they provide a pragmatic and conceptual framework, they can be used to construct an explanatory model that allows greater understanding of the genesis of ill health and how it may be described and potentially alleviated. However, like all models of their time, they are not perfect, and in this editorial we wish to consider how emerging weaknesses can be overcome.
The ICF has many strong features. It provides a vocabulary based on a conceptual hierarchy of consequences of disease. It has also improved upon the vocabulary of the original ICIDH, replacing the discriminatory terms of handicap and disability with participation and activities. This improvement serves to emphasize that social participation is a vital component of the life of all human beings and that the core construct of the level of activities is that of goal-directed behaviour. The ICF has also remedied one major weakness of the ICIDH, which was that it lacked any consideration of the person's environment, through adding a contextual domain.
The descriptive framework is, however, much more powerful than simply providing words and concepts for use by rehabilitation professionals. It provides a descriptive framework that is not restricted simply to use in illness; it could be usefully applied to the description and analysis of both 'normality' and 'abnormality', such as criminal or unethical behaviour. The framework has the capacity to illuminate many areas of health care. Some have been discussed in earlier editorials [3] [4] [5] and elsewhere, 6 and others will doubtless follow! Nevertheless, as published, the ICF also has some weaknesses. First, and a minor one, the ICF by itself does not cover disease or diagnosis. Next, the ICF still lacks a positive terminology in relation to impairment and disease. Third, it does not take into temporal factors such as the person's stage of life and illness. Fourth, it remains a rather impersonal, externally driven framework that does not take into account phenomena that arise primarily within the patient. It does not separate out or acknowledge a possible difference between the person's perspective and the perspective of external observers. 7 It does not have any method for handling the question of 'free stantial proportion of health care resources are attributable to the consequences of impairment and limitation on activities, and an integrated classi cation might start to alter and improve payment systems (this may be happening slowly in the UK, and other countries may be further ahead in this area).
Terminology
The ICF has acknowledged the concerns of patients that some rehabilitation terminology used in health care systems carry negative connotations, as indeed can some medical diagnostic labels. 10 This particularly applies to the words disability and handicap, and although there are arguments in favour of both, the change is on balance bene cial given the reasons mentioned earlier. An ongoing problem concerns the lack of similar terminology to describe normality.
Astute readers will have noted that we used the word patient above. We believe that the term patient is the most appropriate word for someone who is in contact with and using health care systems. There is no better word or phrase, and it is not in itself a negative term. The phrase 'person with disease' is not always appropriate. For example, there may be no diagnosis, or their main concern may be that they have pain, or difculty in walking or whatever. Similarly the phrase 'person with impairment or limited activity' is both clumsy and often inappropriate. The word client suggests a different relationship, not the type usually found in health professional relationships.
Returning to the problem of the words and concepts used to denote the converse of disease and impairment, one solution is simply to refer to the normal functioning or structure of an organ or skill; another solution is to refer to the absence of a disease or impairment. However, these suggestions are rather weak and currently unsatisfactory.
Given that impairment and disease may affect and refer to both the structure and the function of the body and organs respectively, it is probably necessary to employ four words to denote the underlying healthy or normal constructs that are disrupted in ill health. For the body, one could refer to bodily structure or the person's gross anatomy, and the associated capacity. For the will' or patient choice. This is an important consideration in rehabilitation (and in most areas of health care), because much impairment and limitation on activities cannot be adequately explained by known pathology. 8 Finally, it does not consider personal values and quality of life.
The remainder of this editorial considers these weaknesses and how they may be recti ed. We emphasize that the comments given below derive primarily from our interest in using the ICF framework to generate a model that allows us to understand the situation of our patients and how we might help them. We are much less interested in using the ICF as a universal descriptive classication, primarily because we are uncertain that a single system can ever be devised for general use because circumstances vary so greatly. Consequently many of the ideas may only be useful in conceptual terms, and are not intended to generate more classi catory terms.
Disease (pathology)
In any complete description of someone with illness, it is important to give their diagnosis or diagnoses (recognizing that many people may not have any speci c pathology underlying their illness). The classi cation of disease (diagnoses) is covered by the International Classi cation of Diseases (WHO ICD-10). 9 At present this classication is not obviously interlinked with the ICF, and some aspects of the ICD-10 are duplicating areas covered in the ICF. For example, Z99.3 represents 'dependence upon a wheelchair' (a description of activities and context), F81.0 represent a speci c reading disorder (an impairment), F64.4 represents trans-sexualism, which arguably is an interaction between social context and activities that may be judged by some as abnormal, and F51.0 represents nonorganic insomnia.
At some point the WHO should integrate the two systems of classi cation. This will encourage more critical and constructive thinking in several areas of health care. In particular, an integrated classi cation might encourage health care systems and professionals to give more attention to the consequences of disease. For example, at present almost all health care funding is based on health-related groups (HRGs), which are derived almost entirely from diagnosis. In practice a sub-organs, one could refer to the organ's structure or histology and the associated functioning physiology.
Time
The ICF already acknowledges that a complete description of someone's illness should include at least three contextual domains: social, physical and personal. However, within the ICF there is no explicit acknowledgement that the person has both a past and a future. The ICF classi cation is entirely based on the here and now; the ICD does capture diagnoses from the past, provided they are still present, but again does not differentiate diagnoses over time.
This is strange and unhelpful, especially because the ICF will primarily be used for people with long-term, chronic disabling conditions in whom past experiences and future expectations are of great importance. We suspect that one reason for this apparent oversight is the difculty of classifying past experiences and future expectations. However the framework should be driven by what is important, not what can be classi ed.
Therefore, we would suggest that the ICF framework should include a fourth context, that of time. No single system of classi cation is likely to be effective. Important considerations include: age at onset of ill health; speed and circumstances of onset; course of ill health and experience of health care to this point; current stage of life; current stage of illness; and expected course of illness.
Making the ICF more patient-centred
One continuing criticism of the ICF is that it takes a one-sided and traditionally other-thanpatient view on functioning. This in part re ects one purpose of the ICF, helping health care systems to document and plan for the consequences of disease.
The importance of the patient's perspective has to be acknowledged, is obvious and hopefully not controversial. It is possible to adapt the ICF to include the perceptions of the subject, 4,6,7 though again the validity and reliability of any speci c classi cation system following from this will require further thought and empirical studies.
One particular strength of the ICF is that it draws attention to the importance of contextual factors in determining limitation on activities and/or restrictions on participation. This acknowledges the universal observation that how someone behaves is in uenced by many factors, including aspects of the environment. For example the problem once referred to as the generalizability of rehabilitation from one setting to another is perhaps better considered as whether the patient's behaviour will alter when moving from one context to another.
However a dif culty remains. For example, if we can establish in hospital that a patient can dress independently in the clothes of their choice, and if we provide an appropriate physical environment (predominantly a bed of the appropriate height), then how do we interpret their 'need' for assistance from paid carers when returning home. The ICF classi cation 1 recognizes this, distinguishing between capacity and performance of activities. The ICF model proposed may help us to realize that performance varies because the paid carers are the only source of social interaction available to the patient, or the patient's local culture is such that independence is not appropriate, or the patient gains additional nancial support if unable to dress. Nonetheless, none of this is considered from the personal perspective. In particular it does not consider how much direct patient choice in uences performance of activities.
Rehabilitation needs to move away from the implicit determinism of the bio-medical model. We need to remember that patients are human beings. In most everyday situations (including many aspects of their illness) they (like us) experience a sense of control and in uence over their behaviour by choosing (where possible) between different courses of action. This pervasive and deep-seated notion of free will and individual responsibility remains a core belief for most democratic and legal conceptions of human nature. It adds an important and often neglected dimension to the ICF, and may help explain illness behaviour not produced by disease, injury, psychopathology or psychosocial factors. Free will, therefore, should join other phenomena such as motivation at the level of the person. It is a capacity and all other items in uence it, even existence of quality of life as a distinct phenomenon, or may re ect dif culties in classifying or measuring quality of life. However quality of life is a widely used phrase, and any model of ill health either should explicitly exclude it (giving clear reasons) or should at least include it even if it does not have an associated classi cation.
Post and colleagues suggested that quality of and its presence has to be accepted unless proven otherwise.
Quality of life is another phenomenon that the ICF does not consider, and again one may draw a distinction between external observable and internal subjective components of quality of life. 11 The failure to include quality of life may re ect unresolved debates about the nature or Totality:
Quality of life Happiness Status Refers to the person's own evaluation or summation
Person's assessment of and Society's judgement on of their capacities and performance at all levels, reaction to achievement success in life made on taking into account also some contextual matters or failure of important the basis of closeness to and based on their expectations and values. No goals and sense of being a judged 'normality' in terms of difference between quality of life whether ill or not, worthwhile person activities, roles and material although some people refer to 'health-related possessions, making quality of life', which usually covers disease-speci c allowance for disease changes in impairment and activities, with a greater and impairment or lesser focus on emotion itation 12 there is a need to consider expanding the current models beyond pathologies and their functional consequences, to one that that also speci es components of the normal system about which illness represents a signi cant deviation. In other words, disorders of health are best understood in terms of selective breakdown in those aspects and capacity of everyday life that provide for our individual conceptual of health. An adequate account of an illness should be able to explain both normal functioning and the causes and possible patterns of disabilities that follow pathology.
The current classi catory framework is unlikely to be usable as a way of categorizing the consequences of disease. The concepts are not amenable to easy de nition or measurement. However, we believe that the continuing importance of the ICIDH and the ICF has been to life was best conceived as a phenomenon on a separate plane, representing the person's overall summation of all components of their situation. 7 It could perhaps be referred to as the person's sense of well-being. It is likely that a person's perception of their quality of life will re ect to a greater or lesser extent their underlying religious or philosophical values.
Conclusions
The revised model is summarized in two tables that cover both the classi cation of the person and the classi cation of their context in conceptual terms (Tables 1 and 2) . The primary focus of this revision of the ICF is to use it an explanatory model for analysing why and how activities and participation are as they are. As mainstream medicine begins to recognize the signi cance of psychosocial factors in many illness and rehabil- 
Social context
Primarily refers to legal and Local culture Society local cultural setting, including The people and organizations
The society lived in and the expectations of important important to person, and laws, duties and others, but also includes wider their culture; especially responsibilities expected from national cultural (including family, close friends and and the rights of members religious) setting people in same of that society accommodation change the model of ill health from a very mechanistic, disease (and doctor)-dominated model to a model that emphasizes the multifactorial nature of illness and the close relationships between different domains.
With these improvements, the WHO ICF model can extend beyond its original limitations and provide a powerful analytic and explanatory model of human behaviour and not simply of one -albeit important aspect -illness. Far from diminishing its applicability to medicine, this reform provides the way in which a heuristic model can continue to be relevant to changing patterns in illness and society. These suggestions for change are obviously untested, and we hope that readers will be able to criticize them and suggest further improvements. More importantly, the model should be subject to empirical testing using data collected from clinical practice.
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